resistant micro-organisms, [15][16][17][18][19][20] which may increase morbidity and infection-related complications.
In accord with the International Society For Peritoneal Dialysis (ISPD) guidelines, each PD center's peritonitis rate should not be more than one episode every 18 months (0.67/year at risk), [6] in our study overall rate was one episode every 20.6 patient-months but was significantly more favorable in our no-dressing group versus dressing group (one episode every 54 patients-months vs. one episode every 17.1 patients-months respectively).
Fernandes et al., in a large national multicenter study (Brazilian Peritoneal Dialysis Multicenter Study), [30] have reported an overall peritonitis rate of one episode every 30 months with a mean follow-up of 13.6 months (most frequently due to S. aureus), while Moraes et al., in a single center study [31] have reported one episode every 14.63 months when describing 25-year cumulative data in Brazil.
In our study, we found Staphylococcus epidermidis as the most common cause of peritonitis.
In Lobo et al. study, [32] S. aureus was the most frequent isolated microorganism (27.8%) in peritonitis cases. Furthermore, Moraes et al. and Caramori [31, 33] have reported S. aureus as the major etiologic agent in peritonitis patients. However, Barretti et al. [26] and Kavanagh et al. [34] have reported Escherichia coli as the most common cause of peritonitis.
In our study, there was 33.33% culture negative peritonitis, a value greater than that recommended in the ISPD guidelines (<20%).
[6] Lima et al. [23] and Moraes et al. [31] have reported culture negative peritonitis similar to our study (33.7% and 26% respectively).
In our study, as shown in Table 3 , ES infection was significantly more common in dressing compared with no-dressing patients group. Alves et al. [35] reported that catheter-related infections were more frequent in warmer months. Furthermore, Stinghen et al. [36] believe that maintaining the catheter and ES orifice drier can help reduce the incidence of infections in tropical countries. Twardowski and Prowant suggested healthy ESs usually do not get infected unless traumatized and hence they did not recommend prophylactic antibiotics for good or perfect ESs unless when it was accidentally traumatized. So they considered antimicrobial agent usage as a treatment but not prophylaxis in these cases. [37] Naylor and Roe [38] in a pilot randomized controlled trial, 13 patients were allocated to a control group (n = 10), which used a routine cleaning procedure with a dressing over the exit-site. Another group (n = 3) used the same procedure but left the ES open. There was no significant difference in the number of infections as identified by positive culture growth (P = 1.0).
Much controversy exists about if any dressing and type of that should be applied in chronic PD patients. [39, 40] One study, [14] reported that although the patients were offered no-dressing for their chronic ES care, only a few patients did not use a dressing at their ES due to unsafe feeling without dressing.
Two studies in chronic exit-site care in adults did not show any difference in the incidence of exit infection between groups with and without dressing. [39, 41] Although Gokal et al. indicated that they could not document lower infection rates in adults, dressings for chronic care was used according to anecdotal experience or individual preference. Dressing was used to keep the ES clean, protect it from trauma, and stabilize the catheter. [42] Our study is in favor to remove dressing in the case when we have perfect or good ES and dressing only to be used for all patients when the ES is infected or likely to become grossly contaminated.
In an international survey for PD catheter ES care, Prowant et al. reported that only 31% of US adult and 44% of pediatric centers required patients to wear 
